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Abstract
This study compares the ethical behaviors of mental health professionals working with
both deaf and hearing elderly populations and examines questions about what differences
might occur in the behaviors of clinicians working with Deaf older adult clients. Mental
health professionals who had identified themselves as working with Deaf clientele were
asked to rate each of the 43 behaviors in terms of what extent they engaged in each
behavior in their practice. The study's definitions of elderly (age 65 +) was applied to
four categories (dependent variables) labeled Professional Relationships, Death and
Suicide, Payment and Collection, and Research. Results of this study indicate significant
differences in how mental health professionals work with Deaf and hearing older adults,
in the each of the four categories. Generally, mental health professionals working with
elderly Deaf clients appeared to behave with more flexibility toward ethical and legal
guidelines than professionals working with elderly hearing clients

Introduction

Limited information is available with respect to ther^ists'
ethical behavior with elderly clients. The Feldman (2002)study seems to
concur with the findings of previous studies(Pope & Vetter, 1992; Pope,
Tabachnick, & Spiegal, 1987; Tymchuk, 1982) conceming ethics and
adult clients, and is generally consistent with those findings in the
literature on ethical behaviors and psychology, which indicate
differences in behaviors of clients based on the perceptions of the
psychologist. Fewer studies relate to ethical issues specific to the elderly
Deaf client. It may be that certain issues are viewed differently by
mental health professionals because of the unique situation of the elderly
Deaf client, and suggests a reexamination of ethical guidelines. Although
this hypothesis does not suggest that standard APA Ethical Guidelines
(APA, 1992, 2003) are not qjplicable to govern those working with
elderly Deaf clients, or that they should be disregarded by the
practitioner, it might imply that standards can be introduced to better fit
the uniqueness of the elderly Deaf client and the common issues faced by
psychologists working with this group.

In a study by Feldman (2002), more clinicians reported increased
flexibility toward elderly patients than did clinicians with younger adult
clients. Do these findings carry over to differences in behaviors of
clinicians working with elderly hearing clients and those working with
elderly Deaf clients? What are these differences and what do these
differences suggest about the perceptions of the clinicians who work with
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an elderly Deaf population? Who are the clinicians working with this
population and what is their training and experience? Do mental health

professionals working with a Deaf elderly clientele more frequently
engage in ethically challenging behavior than the professional working
with a hearing elderly population?

With the numbers of elderly Deaf people increasing (Holt &
Hotto, 1994; Brown, S., Hotchkiss, D., Allen, T., Schien, J., & Adams,

D., 1989), the need for mental health professionals with special training
will also rise. Part of the training for those professionals who will serve
this population should include the discussion of issues related to the

professional behaviors and ethics involved. The expectation is that the
psychologist working with the elderly and culturally Deaf client will find
that some ethical issues arise with frequency and may be the result of
cultural differences between Deaf and hearing populations (which is not
specifically covered by the professional codes of ethics).

There are several areas where community and cultural aspects
might affect the practicing mental health professional's behaviors with
elderly clients. The type of relationship between the professional and the

elderly client, how research is conducted with elderly clients,
compensation, and death and suicide issues are all areas that are of

concern in mental health practice. When the client is elderly and Deaf,

these issues may become unclear and more difficult to deal with than by
simply following traditional professional ethical codes.
Professional Relationships
When providing psychological or other mental health services to

an elderly clientele, issues of autonomy can become very complex
(Kapp, 1985). Even if elderly people clearly insist that they want and
need treatment, they may not truly be able to give informed consent and

understand the implications of their consent (Smith, 1996). The reverse
of this situation also needs to be considered when issues arise in which

the elderly person does not want treatment, but a family member,
medical doctor, or professional in a state, county, or city agency is
requesting treatment for the elderly individual (Abeles, N., Cooley, S.,

Dietch, I., Harper, M.,Hinrichsen, G., Lopez, M.,& Molinari, V., 1998)'
In situations where the client's family is requesting treatment or the court

is requiring it, the relationship between the elderly client (who has no
interest in treatment and may even resent being told or ordered to go by
others) and the psychologist may be nonexistent or ineffective (Knight
1996).
'
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For many years, the professional literature on deafness and
mental health adhered to paternalistic perspectives on professional
relationships and offered models and treatments based on erroneous
perceptions and cultural misunderstandings (Clark, 1998). Because some
of the professionals working with the Deaf older adult population cannot
communicate effectively using sign language and have little or no
experience with deafness, issues of competence and appropriateness
become significant(Glickman, 2003; Paul & Jackson, 1993).
Lane (1988) suggests that what has been labeled as a
"psychology of the deaf' is, in reality, hearing researchers and educators
trying to fix deaf and hard of hearing individuals. These professionals,
who have had little or no experience with the Deaf community and little
competence in issues related to deaf patients, did not see clients as part of
a cultural group and told clients what they needed, resulting in medical
paternalism (Padden & Humphries, 1988). Lane (1988) goes on to
propose that what has passed as a psychology of deafness is, in reality, a
paternalism of colonizers (hearing people) acting on their interpretations
about those colonized (deaf people). The idea of paternalism, also
mentioned by Gutman (2002) and Gulati (2003), maintains the
perception of"deafness" as a disability or handicap rather than a cultural
or linguistic identity, and this perception may be inappropriate for Deaf
clients because it allows for little client autonomy.
One issue that is often at the forefront of any discussion of
deafness and mental health ethics is the size of the Deaf community and
its prohibiting factors on client confidentiality. In a small community, the
problems of families or individuals are often known, and this knowledge
can compromise confidentiality (Gutman, 2002). Additionally, clients
likely will be seen and recognized by those who know them as they
arrive, sit in the waiting room, or depart from the few mental health
agencies that offer services to Deaf clients (Gutman, 2002). In larger
agencies, files, payment information, or staff meetings can compromise
confidentiality because staff members may also be active in the Deaf
community.

The issue of dual relationships is exacerbated by the size of the
Deaf community. Brice (2002) points out that clinicians working in a
"small world" community are likely to "face the possibility of working
professionally with a person, or family, where there is another kind of
relationship, professional or personal" (p. 54). Although the potential to
harm looms in a dual relationship, this may be unavoidable as people
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routinely interact with one another in a variety of roles (Brown, 1994;
Vreeland & Tourangeu,2003).
Research and Assessment

Often, elderly people will not have sophisticated knowledge of
psychological or social research and may be either wary or unduly
credulous about participating in research, which can affect their ability to
give informed consent. Because elderly people are often told what to do,
they may feel they do not have the right to refuse to participate in a
study. In these cases, agreement may be given only because it is being
requested by an authority figure or even because they fear retribution if
they refuse (Shulman, 1998). Elderly people may also agree to
participate rather than show ignorance of a particular subject (Coe,
1997), or to please in a dual relationship situation.
Because of the concern that frailty, illness, or disability poses in
an elderly population, the researcher needs also to consider what effect

research will have on an elderly participant's health (Belsky, 1990;
Russell, 1999). Travel to another location to participate in research may
be difficult for an elderly participant. Older people typically have
frequent medical appointments, and it becomes necessary to schedule
research around their visits to the doctor rather than to schedule medical

visits around research needs (Russell, 1999). If the research involves any
stressful situations or questions (even though approved for use with
younger adults), the researcher needs to reevaluate the situation for use

with elderly participants because stress can be a potential health risk
(Russell, 1999).

In addition to considering health risks, Sieber (1992) suggests
that the researcher must also consider the risk of inflicting pain,
discomfort, or distress. Among elderly participants, pain, discomfort, or
distress can occur in situations not typically seen in research with

younger adults. For example, asking an elderly person to fill out a long
questionnaire that takes time and energy may cause more discomfort than

would be seen in a younger adult doing the same task (Russell, 1999).
Elderly people, especially those living in group situations, may have
activities scheduled that they may not want to miss (Belsky, 1990). It is
possible that changing the schedule of an elderly person, even for an
enjoyable activity, may cause disorientation and stress. Belsky (1990)
suggests that for many elderly individuals, social contact is extremely
important, and disrupting that part of their lives may cause considerable
discomfort, especially if it is done over a period of several days.
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Payment and Compensation
Mental health care is expensive; professionals expect to be paid
for services and are, at the same time, limited by ethical guidelines as to
the forms of compensation that are acceptable (Sections 1.25a-f, APA,
2003). These limitations bring up some ethical issues affecting
practitioners and their clients. Typically, people who have been poor
throughout their lives will become poorer in old age because they will
lose income from work and will have minimal social security or
retirement benefits (Butler, Lewis, & Sunderland, 1998). Additionally,
others become poor only after becoming old because they did not, or
could not, put any significant amount of their past income away for
retirement(Butler et al., 1998).

In 1994, 26% of older people were near or below the poverty
level, receiving, as a typical income, between $10,000 and $18,000 per
year (these figures include supplementary income such as Social Security
and SSI), and only 12% had an annual income of more than $50,000
(AARP, 1996; USBC, 2002). Most of this income goes to food, shelter,
and medical expenses(which are typically higher for elderly people), and
little is left over for other things. Typical medical insurance covers only
about 45% of health expenses, and the rest must be paid out of the
individual's income or savings (Butler et al., 1998).

This situation puts the elderly person at risk for mental health
problems for two reasons. First, the poor and elderly person often cannot
financially afford important goods and services such as recreation,
entertainment, transportation, or education, which are often considered
necessary for mental health, social status, avoidance of isolation, and
personal growth (Butler et al., 1998). Second, risk of depression and
suicide seems to increase with age, as do many types of dementia and
somatic concerns (Butler et al., 1998; Gurian, 1997).
Medicare benefits for mental health services include clinical

psychologists and clinical social workers and cover services such as
group therapy, individual and family counseling, and individualized
activity therapies (DHHS, 2002). However, Medicare regulations may
actually complicate payment issues. Anecdotal research on Medicare
payments to professionals suggests that the actual reimbursement from
Medicare, when considered relative to the time and effort required to

complete Medicare paperwork, may not be worth the time of the
clinician and may motivate the clinician to consider other options, such
as goods or services provided by the client.
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The literature is consistent in its descriptions of elderly people as
a relatively low-income group, and little evidence indicates that this

situation is any different for elderly Deaf people (Abeles, 1998; AARP,
1996; Becker, 1980; Lane, Hoffmeister, & Bahan, 1996). Because the
HMO's lists of preferred providers dictate who can get paid by the
HMO,some clients may face a choice either:(a)of getting a professional

who cannot sign and is not trained in working with Deaf people, or(b)of
having to receive services from a professional, who can sign and is
trained in deafness, whose services will not be covered by the HMO.
Although some HMOs could allow an out-of-network mental health

professional to be used, especially if there is a specific need (e.g.,
signing), an accommodation of this kind would require the collaboration
of the client and the professional, extra time and effort, and knowledge of
how to "work the system." Consequently, would the mental health

professional working with Deaf elderly clients be more likely to accept
out-of-pocket payment from their clients (and allow unpaid bills to
accumulate) or to accept compensation other than money (e.g., goods or
services) rather than turn away a client who needs services?
Death and Suicide

In 1992, the American Medical Association (AMA)Council on
Judicial and Ethical Affairs stated that "under certain circumstances the
withholding of food and fluids from the comatose is not unethical"

(AMA, 1992, p. 2229-2233). However,"active euthanasia," such as the

active intervention of another person to end a life(even of a terminally ill
person), is perceived as unethical and is illegal in every country, with the
exception of specific cases in the Netherlands (Butler et al., 1998). While
the argument for removing medical technology may be persuasive in
some instances, it is extremely easy to go one step further and judge the
use of this technology as wasteful when used on elderly patients (Butler
et al., 1998). The concept of"death with dignity," though appropriate in
some circumstances, must be given careful consideration on a case-bycase basis rather than maintained as a standard for all elderly people.
Cultural and religious beliefs related to both the role of the elderly and
their perceptions of death may also play a role in the decision-making
process for the clients and their families with respect to the
appropriateness of treatment(Sokolovsky, 1997).
Results of Previous Research on the Behaviors of Psvchologists with
Elderlv Clients

In a study by Feldman (2002), psychologists reported working
relationships or professional behaviors with elderly hearing clients were
more likely to subject the psychologist to ethical conflict or to push the
Vol. 38, No.2,2005
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boundaries of appropriate ethical behavior than those who worked with
adult clients. Psychologists working with elderly clients reported
themselves to be more likely to form more social relationships with their
clients and to share more information with client family members,

medical professionals, and others. Additionally, psychologists working
with elderly clients reported they were more likely to practice outside
their area of competence.

Psychologists' behaviors when conducting research or
performing assessments with elderly clients were also reported as more
likely to raise ethical issues. Psychologists working with elderly clients
reported themselves to more often to be performing assessment and
research without direct client consent (or only the consent of the client's

family) or to conduct research without fully explaining the purpose.
Additionally, psychologists working with elderly clients reported
themselves as more likely to discuss the results of assessment or research
with the client's family than with the elderly person.

Psychologists reported similar behavior with both elderly and
younger adult clients regarding payment and collection. Slightly more
problematic issues were reported by those psychologists working with a
younger adult population than with the elderly population. Little
difference was reported by psychologists with respect to the age of the
client and the clinician's behaviors such as billing, fee setting, or

collection of payment. Although the literature suggests that elderly
clients who have a problem related to mental health might not be able to
afford the costs of treatment, this study did not suggest a treatment

difference based on age. A possible explanation of this finding may be
related to Medicare, which dictates to some extent what treatments are

appropriate for each individual client and how much will be paid for each
service provided by the psychologist. Because of Medicare, elderly
patients are more likely to be insured than are younger adults.
Additionally, Medicare benefits for mental health services include
psychologists and cover services such as group therapy, individual and
family counseling, and individualized activity therapies, thus giving
elderly people many of the same treatment options as insured younger
adults(DHHS,2002).

Finally, psychologists working with elderly patients were more
likely to report encountering difficult death and suicide issues. These
data suggest that psychologists working with elderly clients are more
likely to accept a client's decision to commit suicide; allow a client to
leave their office while feeling suicidal; and, in some cases, even assist a
JADARA
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client in suicide. Psychologists in this category indicated that they would
be more likely to recommend to both the client and the client's family
that a client stop medical treatment or stop taking his or her medication.
Methodology

In the current study, a survey questionnaire and a demographic
questionnaire were sent to 150 mental health professionals who were
working with elderly Deaf patients or clients. The participants consisted
of psychologists, social workers, counselors, nurses, administrators, and
psychiatrists. Participants from these professions were selected from
professional directories, through personal contacts of people in related
fields, by contacting nursing homes specifically for Deaf older adults or

nursing homes that had some Deaf older adult residents, community
mental health and outreach centers that serve Deaf clients, medical
centers and universities in areas with large Deaf populations, and Deaf
support and advocacy agencies. From these resources, a list was

compiled of mental health professionals who practice with elderly Deaf
clients in various parts of the United States and Canada, and
questionnaires were mailed to them.

The survey questionnaire defined the term elderly as those
patients or clients 65 and over. The term culturally Deafwas defined as
hearing loss before the age of 18 and the use of American Sign Language
(ASL) as the primary method of communication. The survey
questionnaire consisted of a Likert Scale rating for behaviors of an
ethical nature that might occur when working with clients in four areas:
Professional Relationships, Research, Payment and Collection, and
Death and Suicide.
Results

The purpose of the current study was to examine the reports of a
large group of mental health professionals with respect to their behaviors
with their Deaf elderly clients and to compare these reports with the
previous study by Feldman (2002). The Feldman (2002)study examined
the reports of a large group of psychologists with respect to their
behaviors with their hearing elderly clients.
Mental health professionals working with elderly Deaf clients
were primarily hearing (81.8%), with some Deaf professionals (15.6%)
and a few hard of hearing professionals (2.6%); the ages of the
professionals ranged from 23 to 67, with a mean of 43 years and a
standard deviation of nine years. More than half of the professionals in
this group were female(61%).
Vol. 38, No.2,2005
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Pearson chi-square statistics were run to test for significance
between the demographic characteristics ofthe two groups. There was no

significant difference in the genders between the two groups, x (1) =
.589, p < .443. There was a significant difference in the identified
profession, (4) = 114.32, p < .001; the identified degree, (4) =

141.94, p < .001; the possession of a valid license, y^ (1)= 24.61, p <
.001; and the identified practice, (9)= 78.77, p < .001. Demographic
characteristics such as Hearing Status, Use of Language, and Use of an

Interpreter were not tested for significance because they were relevant
for, and asked of, only the professionals working with Deaf elderly

groups. It is important to note that a significant difference in the
identified profession, degree, and license of the two groups would be
expected, considering that the previous research group was focused on
psychologists and the current research group was expanded to include
various mental health professions.

Four primary dependent variables were created a priori from a
series of individual items: Professional Relationships (13 items); Death

and Suicide (11 items); Payment and Collections (10 items); and
Research(9 items). The alphas were Professional Relationships(a= .77);
Death and Suicide (a = .82); Payment and Collections (a = .61); and
Research(a = .83).

The four dependent variables were compared for the two groups

of mental health professionals (working with Hearing Elderly, working
with Deaf Elderly), using a one-way multivariate analysis of variance
(MANOVA). The resulting Pillai's trace was significant, F (3, 198) =
3.453,p = .018.

Given the significant overall F value, a series of one-way

analyses of variance (ANOVA) compared the therapists working with
hearing elderly clients with the therapists working with the elderly Deaf
clients for three of the four dependent variables. Inspection revealed that
the Professional Relationship category approached significance, F (1,
200) = 3.70, p = .055; the Death and Suicide category was not

significant, F(1, 200)= .49,p = .486; and the Payment and Collections
category was significant,F(l,200)= 5.02,p = .026.

It is important to note that the tested analysis of this research
failed (for the categories of Professional Relationships, Death and
Suicide, and Payment and Collection) to meet the Levene's Test of
Equality of Error Variances (Levene, 1960), which suggests the results
JADARA
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did not meet the assumption that the two groups have approximately
equal variance on the dependent variable (homogeneity of variance;
Tabachnick & Fidell, 1996). Results indicate that the professionals
working with elderly Deaf clients group had the larger variance.
However, Field (2000) suggests problems with the sensitivity of
Levene's test to departures from normality. Additionally, Box's Test of
Equality of Covariance Matrices was also found to be significant and,
thus, suggests that the variances-covariances matrices are not equal.
Hakstian, Roed, & Lind (1979) report that the effect of assumption is
unclear, and Field (2000) suggests that Box's test is highly unstable and
distorted in the probability values reported by SPSS. Also, Tabachnick
and Fidell (1996) suggest that probability values tend to be conservative
and that significant findings can be trusted but must be treated with
caution.

The fourth dependent variable. Research, was not found to have

a normal distribution for the Deaf elderly group, which included all

reported professions. Because only psychologists deal with many of the
behaviors in the research sections of the questionnaire (e.g. assessment),
all other professions were removed from this category. When all but
psychologists were eliminated from the response group, the results were
found to have a more normal distribution. However, because there were

too few participants to meet the assumption for a parametric test, a
nonparametric test was used. For the Research category, the MannWhitney U. test was found to be significant(932.5,/? = .05).
Individual items within each of the four categories were also

examined. Of the 13 items in the Professional Relationships category,
analysis demonstrated that the professionals who work with elderly Deaf
clients had significantly different scores for 8 of the 13 items. Of these,
five items were scored higher for professionals working with elderly
Deaf clients, and three scored higher for professionals working with
hearing elderly clients. All of these differences were tested for
significance at thep = .05 level.

For the Death and Suicide items, analysis results showed

significant rating differences were found between the two groups; the
mental health professionals working with elderly Deaf clients gave
higher ratings than those working with hearing elderly clients for four of
the 11 items and for the total Death and Suicide category. Professionals
working with hearing elderly clients scored higher for one of the 11
items. All of these differences were tested for significance at the p = .05
level.
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The Payment and Collection category of mental health
professionals who work primarily with Deaf elderly clients had
significantly higher scores for four of the 10 items and for the entire
Payment and Collection category. Professionals working with hearing
elderly clients had a higher score for I of the 10 items. All of these
differences were tested for significance at thep = .05 level.
The overall Research Category scale was not significant. Mental

health professionals who worked with elderly Deaf clients gave higher
ratings for five of the nine Research category items. Professionals
working with hearing elderly clients scored higher for four of the nine
items. However when all professions but psychologists were removed
and the data was re-analyzed it was found that those who worked with
elderly Deaf clients have higher ratings for eight of the nine Research

scale items and for the total Research category. Professionals working
with hearing elderly clients did not score significantly higher for any of
the nine items. All of these differences were tested for significance at the
p = .05 level.

No significant difference was found between the responses of
male and female respondents, nor was any significant difference found in

the responses between the age groups of the respondents. The
professional experience, practice setting, or highest degree of the
respondent also showed no significant difference between the mental
health professionals with hearing elderly clients and mental health
professionals with elderly Deaf clients. However, as noted above,

counselors, social workers, and psychiatrists tended to rate lower (less
occurrence of behavior) on questions relating to research and assessment.

This finding makes sense because counselors, social workers, and
psychiatrists typically do not perform the same degree of research or

assessment as the psychologist. Thus, psychologists might be expected
to, and indeed did, score somewhat higher on questions related to
research and assessment.

Additionally, no significant differences were found in the

responses of Deaf, hearing, or hard of hearing respondents, or of those
respondents using ASL, signed English, or speech. The difference in
responses between those who used an interpreter with their clients and
those who did not approached significance. However, mental health
professionals who used interpreters with their clients more often scored

lower overall than those who never or seldom used an interpreter.
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Discussion

Results of this study indicate some significant differences in how
mental health professionals work with Deaf and hearing elderly clients in
each of the four categories (Professional Relationships, Death and
Suicide,Payment and Collections, and Research and Assessment).
Professional Relationships

The overall results for the first category. Professional

Relationships, showed a trend in the direction of significance in the
overall behaviors reported by the two groups. In general, the mental
health professional's working relationship, or professional behaviors,
with elderly hearing clients no more likely subjects the psychologist to
ethical conflict or pushes the boundaries of appropriate ethical behavior
than it would for mental health professionals working with elderly Deaf
clients.

There were significant differences on individual items within the
category of Professional Relationships. Those mental health
professionals working with elderly Deaf clients reported themselves to
be more likely to form social relationships with their clients and to
directly solicit potential clients.

Because the Deaf community is relatively small and typically
situated in specific geographic areas, the professional who is also a
member of the Deaf community may find it difficult to avoid social
situations with clients. If the professional is Deaf and active in any

number of ways in the Deafcommunity, he or she may come into contact
with clients far more frequently than counterparts who work with hearing

elderly clients. This contact is likely to be unavoidable in the Deaf
community, and it may likely also be a cultural necessity when working
within a small community. However, this contact may create an ethical
problem when working with clients because it can compromise client
confidentiality and blur professional boundaries. Worth noting is that

psychologists who work with elderly hearing clients reported this kind of
behavior less frequently than professionals who work with elderly Deaf
clients, which suggests that the variable of"Deaf' may have affected the
responses of the participants.
Communication was an issue in the responses of the participants.

Mental health professionals working with elderly Deaf clients reported
that they were more likely to communicate with the family of the client
about treatment or therapy, and more likely to accept the client on the

request of the client's family. These behaviors were less frequently
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rq)orted among those psychologists working with elderly hearing clients.
This difference might be explained by paternalism, namely, that the
elderly Deaf client is probably more likely to have had, and continues to

have, decisions made by hearing family members without being
consulted, especially if the professional cannot, because of limited
signing ability, directly communicate with the client in an effective

manner. For those professionals who work with elderly Deaf clients and

do not sign (or do not consider themselves proficient signers),
communication with hearing family members may likely be the simplest
solution to communication problems as well as being free of expenses,
such as having to hire an interpreter.

In addition, self-promotion and solicitation may be a necessary
means by which to communicate the availability of their services to this
group of people who typically have few treatment options or available

mental health resources. Patient education may also be necessary to
inform the unsophisticated elderly Deaf person what mental health
services are for, and this type of guidance may have fallen under the
category of"solicitation."

Mental health professionals working with elderly Deaf clients
also reported that they were more likely to practice outside their area of
competence. With the limited number of mental health professionals
available who are knowledgeable about Deaf people and who can
communicate directly with Deaf clients, these practitioners may need to

take on roles outside their areas of competence to fill the gaps in mental
health treatment currently available to Deaf elderly clients.
Communication and cultural issues may inhibit referrals from one
professional to another and may force the practitioner who can
communicate with the Deaf elderly client to step into unfamiliar roles.
This situation might involve a practitioner who can sign (but who has
expertise in working with Deaf children) accepting a Deaf elderly client
if that practitioner is the only signing mental health professional in the
area. This kind of situation may also involve a social worker, who has

training in working with Deaf clients, providing psychological testing to
a Deaf elderly patient if there are no signing psychologists in the area.
Because elderly people tend to be less mobile than younger adults, the
Deaf elderly client may be limited to a decreased geographical area in
which he or she can travel for services, making the client depend more
on whomever is in the area and can sign to take on multiple roles.

Although this possibility does not suggest that a practitioner working
with the Deaf elderly patient should practice outside his or her area of

JADARA
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competence, it may suggest plausible reasons why the participants
reported this behavior with such frequency.
However, professionals working with elderly Deaf clients also
reported that they were significantly less likely to provide treatment in a
group home or hospital. Lack of group homes for Deaf people may have
had some effect on these results. Privacy issues and the lack of assistive
technology at some hospitals may have affected the ability for the
professional to see clients in this setting (if the hospital has no TTY or if
hospital staff members don't know how to set one up or how to use
telephone relay services, then making an appointment with a Deaf client
would be difficult).

Finally, professionals working with elderly Deaf clients reported
themselves as being less strict about meeting with clients only in their
office, which may suggest that treatment may be done in the client's
home. One explanation could be that mental health professionals, aware
of the small size of the Deaf community and the stigma of seeking out ,
mental health services, may be more willing to have out-of-office
sessions. Another possibility is that, because so few mental health
professionals work with elderly Deaf clients, professional offices may be
more scattered and far away for certain members of this group, which
would make meeting in a more convenient location a better option.
Death and Suicide

Although the data indicated a slight overall difference,
professionals working with Deaf elderly clients reported slightly higher
responses than professionals working with hearing elderly clients, but
this difference did not reach statistical significance. These data suggested
that professionals working with elderly Deaf clients were less likely to
discuss the client's own death. However, professionals working with
elderly Deaf clients also reported that they were more likely than those
mental health professionals working with hearing elderly clients to keep
confidentiality of the client who may be suicidal, accept a client's
decision to commit suicide, allow a client to leave their office while

feeling suicidal, and to attend the funeral of a former client.
Pavment and Collections

The Payment and Collections category shows significant overall
differences between the two groups. In addition to the overall
significance of the category, data indicate that mental health
professionals working with elderly Deaf clients were more likely to
accept goods and services instead of payment. However, data also
Vol. 38, No. 2,2005
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indicated that they likely would terminate therqjy if the client could not
pay and that they were more likely than professionals working with
hearing clients to charge for missed appointments.
Previous research (Feldman, 2002) showed little difference in

payment and collection behaviors between psychologists working with
aduit hearing clients (ages 18-64) and those working with elderly
hearing clients (age 65 +). In fact, more problematic issues were reported
by those psychologists working with the adult population than with the
elderly population.

Elderly Deaf clients may have available not only Medicare
options but also SSI benefits, which may be used to provide a fee for
service. Because the client is not the responsible party to make payments
in many cases, the professional working with elderly Deaf clients may
feel more justified in terminating therapy if the referring or responsible
agency ceases to make payment.
These results also seem to fit with the anecdotal information

about HMOs and their lists of "staff mental health professionals. As
mentioned previously, HMO professional lists typically contain many
hearing professionals who do not sign, who have no training in working
with Deaf clients, or both. This might explain why mental health
professionals working with Deaf elderly clients reported that they were
more likely to accept compensation other than money (e.g., goods or
services) rather than turn away a client whose insurer will not pay.
Research and Assessment

In the Research and Assessment category, there is not a general
statistical difference, but two of the individual questions showed a
significant difference. This category included several questions that may
not have applied to some mental health professionals. Counselors, social
workers, and psychiatrists are typically not trained to do clinical
psychological assessment (e.g., intellectual and personality functioning),
which is prominent in both the training and practice of the psychologist.
Additionally, counselors, social workers, and psychiatrists typically do
not do research on the scale of the psychologist. When all professions
were analyzed together, no significant difference was evident between
the two groups (those working with elderly Deaf clients and those with
elderly hearing clients). Because many of the counselors and social
workers in the elderly Deaf group indicated that research and assessment
questions did not apply to their practice, all groups but psychologists
were removed from this category (leaving only psychologists in both
JADARA
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groups), and the responses were re-analyzed. An overall significant
difference was evident between the two groups. Similarly significant
differences were evident in the responses to many of the individual
questions.

Psychologists working with elderly Deaf clients reported
themselves to be more likely to accept participants with no consent or the
consent of only a family member and to accept a client with dementia as
a research subject. Additionally, data indicated that they were more
likely to use therapy or assessment clients for research participants, to
allow the client to take tests at the client's home, and to conduct research

at the client's home. One reason that might explain why a professional ■
would accept clients with the informed consent of only a family member
might be that the researcher could effectively communicate only with the
family. In addition, it would be costly for the researcher to hire an
interpreter for each individual participant interview. Language and
communication issues might also affect the willingness of the researcher
to use a participant with no informed consent. The lack of available Deaf
participants might encourage the use of one's therapy or assessment
clients as participants in a research project. This lack of available
participants may also help to explain why psychologists working with
elderly Deaf clients reported that they were more likely to conduct
research with a participant who has dementia.
Additional Findings

The results of this study offer some insight as to the
demographics of the professionals currently working with the elderly
Deaf population. Data indicate that most of these professionals are
female (61%). The majority of the respondents were hearing (81%),
with far fewer being Deaf(15.6%) and only two being hard of hearing
(2.6%). Of these respondents, most reported that their primary means of
communication with their elderly Deaf clients was ASL (79.2%), and
fewer reported using either Signed English (11.7%)or speech (7.8%).

The professions identified by the respondents were fairly evenly
distributed; psychologists (28.6%), social workers (35.1%), and
counselors (31.5%) were all represented. The fact that none of the
respondents were nurses and only two were psychiatrists (2.6%) may
reflect, in part, how the participants were selected or may accurately
depict a gap in services.
The data describing the respondents' academic backgrounds
showed that most of these professionals working with elderly Deaf
Vol. 38, No.2,2005
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clients had a masters degree (67.5%), and quite a few had a doctorate
degree (19.5%). Only five of the respondents had a bachelor or associate
degree(6.5%), and three respondents had no degree(3.9%).
Although quite a bit of variety was evident in the primary
practice of the professionals, the largest percentage worked in private
practice (27.3%) (compared with 51% of professionals working with
hearing elderly), and many worked in a deaf service agency (18.2%).
Only three worked in an assistive living facility (3.9%), compared with
8.7% of professionals working with hearing elderly, and just two worked
in a residential treatment center (2.6%). Many respondents selected
"Other" and wrote in "Community Mental Health Center" (14.3%) as
their site of primary practice (compared with only .8% of the
professionals working with hearing elderly). Only one respondent(1.3%)
selected "College or University" as the primary practice setting whereas
3.2% of the professionals working with hearing elderly reported this
location as their work setting.

To summarize the characteristics of this group of professionals
currently working with elderly Deaf clientele,(a)few are Deaf;(b) most
have a masters degree in counseling, social work, or psychology; and,(c)
these professionals work in a variety of settings, though those working in
facilities specific to elderly clientele seem to be underrepresented.
Responses indicate that these professionals feel they must practice
outside their area of competence more often than do their peers working
with hearing elderly clients, and this finding may indicate a shortage of
trained professionals who are competent to work with the elderly Deaf
population. The lack of available literature on the elderly Deaf
population implies not only a lack of knowledge about this group but
also a lack of resources for professionals. Finally, the differences in the
responses of the two groups suggest that at least some of the behaviors of
professionals working with elderly Deaf clients are different from those
working with hearing elderly clients. Whether these differences are a
result of stereotyping, practitioner-client miscommunication, a lack of
training and resources available to professionals with respect to this
population, or some combination thereof is difficult to ascertain.

Findings in this study might provide for and aid in the
recognition of some of the differences in how mental health professionals
perceive elderly Deaf clients and how these perceptions affect ethical
decision making and ethical behaviors in certain areas. One possible
implication is that certain issues (related to communication and culture)
may be viewed differently because of their uniqueness with elderly Deaf
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clients. The unique situation of the elderly Deaf client might require
reexamining ethical guidelines with respect to how these standards may
be put into practice by the mental health professional. Because the
literature suggests that elderly people, both deaf and hearing, require
special considerations with respect to consent for treatment and for
participation as research participants, professionals and clients cduld
benefit from carefully developed standards of care and ethical guidelines
to avoid misunderstanding and potential for harm.
Limitations of This Studv
\
When interpreting the present results, consideration should be
given to several limitations. As mentioned above, this study refers only
to the self-reported behaviors of the mental health professional and does
not investigate or indicate the cause of these behaviors. The participants
for the comparison group (professionals working with elderly hearing
clients) was primarily made up of psychologists, while the participants in
the current study were from a wider variety of mental health professions.
Variables such as the mental health professional's age and years of
experience may have affected the dependent variables (although the
gender of the therapist did not).

v

\

The ethical guidelines for other professions (counseling, social
work, etc.) are very comparable with, and in some cases modeled after,
those outlined by the APA. However, among the groups of professions in
the sample, some variation could occur in ethical guidelines and
interpretations of the various surveyed behaviors.
Future Research

More research is needed in the area of Deaf geriatrics Clearly, a
gap exists in the literature related to this topic, and additional study is
needed to achieve a more complete understanding of the issues and
dilemmas that challenge mental health professionals working with
elderly Deaf people. An important study would be to investigate the
mental health needs of elderly Deaf people from their own perspective
(e.g., treatment preferences, etc.). Further, as noted in the Brown (1994)
study, two of the biggest problems facing the general elderly population
are dementia and depression, and it would be valuable to know whether
these two issues are as significant in the elderly Deaf community.

Although this study provides the groundwork for better
understanding the needs of the elderly Deaf client, clearly, much remains
that is unknown. The data presented here suggest that some significant
differences exist in how mental health professionals behave with their
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elderly hearing and elderly Deaf clientele. Mental health professionals
working with elderly Deaf clients appear to behave with more flexibility
toward ethical and legal guidelines than professionals working with
elderly hearing clients. Research that leads to a better understanding of
the behaviors of mental health professionals may also lead to a better

understand of how specific groups of clients are perceived, both by the
individual practitioner and the profession as a whole.
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